ciated with gonorrhoea were present in a third of the total patients. The control material consisted of 50 healthy blood donors and 108 patients with chronic bronchitis or extensive dermatosis. In order to lessen the possibility of gonorrhoeal infection patients over 40 years old were chosen for the dermatological control material. They had been accepted for treatment of extensive dermatoses of varying aetiology. All had a raised sedimentation rate, on average 50 mm.; 3 of the patients had typical psoriatic arthritis.
Since positive GCFT reactions (Bang and Krag, 1942; Reyn, 1962a) are sometimes found with infections caused by Neisseria catarrhalis and N. flava, this control material of patients with chronic bronchitis consisted of those admitted to a department for pulmonary diseases (Renstromska Hospital) and those treated for bronchial asthma (Department of Allergology, Sahlgrenska Hospital).
Methods
Specimens Examined.-At the patient's first visit, specimens for direct microscopy and cultivation for gonococci were customarily taken, in addition to a blood serum sample. A second serum sample was taken after treatment at the final control examination, that is to say, approximately four weeks later. If the patient returned, as requested, after an additional two months, another serum sample was taken, Table I it may the healthy blood donors and patients with different be seen that about one-third of the patients without dermatoses had positive GCFT, but 5 of the latter clinical complications of the disease had positive group showed inconclusive results. In the groups GCFT and about two-thirds of the group with with chronic bronchitis 2 patients had positive and 2 gonorrhoeal complications were serologically posi-inconclusive reactions. More than half of the material comprised patients who relapsed immediately after treatment and thus required more than one course of penicillin. The routine treatment consisted of one intramuscular injection of 1I 2 m.u. procaine penicillin daily for two consecutive days. In relapses or in patients with complications the same daily dosage was given for five consecutive days. In Table IV (Kristjansen, 1930) . Schmidt (1961) found seropositivity in 17 per cent. of the male patients with acute uncomplicated gonorrhoea. Our figure of 21 per cent. for the comparable patient group compares quite well with that of Schmidt.
In female patients with uncomplicated gonorrhoea N0rgaard (1956) found positive GCFT in 26 per cent. In our cases as well as in those described by Schmidt (1961) Kristjansen (1930) , which was between 68 * 5 per cent. and 100 per cent., and Thj0tta and Waaler's (1933) results of positivity in "nearly 100 per cent. of the patients with chronic or complicated gonorrhoeal infection". It is possible that the difference between our figure and that of Thj0tta and Waaler can be at least partly explained by the fact that we employed a somewhat higher serum dilution in the first tube (1/15) than they did (1/12) and that their serological system was on the whole more sensitive than ours, due to a larger antigen dose.
Another factor which also may explain differences between frequency figures of different studies is the type of treatment given. Before the antibiotic era the treatment periods were much longer than nowadays, therefore the possibility of getting positive serology was greater.
Specificity of the GCFI
One of the objections directed against the GCFT as a diagnostic tool is that it is a comparatively unspecific reaction. The results of earlier investigations, as well as our own control material, hardly lend support to such a concept, irrespective of the level of specificity or the type of patient material investigated.
In material from venereal or urological clinics the reaction showed a high grade of specificity (Reyn, 1962) . According to Kristjansen (1930) In sera originating from departments of internal medicine non-specific reactions appeared not infrequently. Thus Bang and Krag (1942) observed positive GCFT in such sera in 7 *2 per cent, of the men and 6 2 per cent. of the women. The reaction was particularly often positive in patients with chronic bronchitis. It is possible that in such cases the positive GCFT is due to infection with N. catarrhalis or N. flava. These species and N. gonorrhoeae have antigens in common (Reyn, 1962a) . Meningococcal infection can also give rise to positive GCFT, but this should hardly lead to any real differential diagnostic problem.
Our own control material showed a low frequency of positive reactions; two only were encountered in 158 persons investigated and the positive reactions were noted in two patients with chronic bronchitis.
In one of these N. catarrhalis was isolated from a sample of tracheal secretion. The same species of bacteria was isolated from two other patients in the bronchitis group for whom inconclusive serological results were registered. On the other hand, many patients with an abundance of the genus Neisseriae in the tracheal secretion showed negative GCFT.
Course of the GCFT
The GCFT in epididymitis and acute gonorrhoeal arthritis should, according to Genner, Antons, and Boas (1932b) be positive within a week of the onset of these complications. Lomholt (1945) pointed out that in these conditions the reaction first becomes positive somewhat later, after some weeks.
In our total patient material the GCFT has generally become positive about ten days after the risk of infection, but due to the often uncertain information about the day of infection we have been unable to arrive at any reliable data concerning the time-interval between infection and the demonstration of serological positivity.
Concerning the duration of positivity calculated from the time of clinical cure, Kristjansen (1930) states that in general it should be about 1 to 2 months. Genner, Antons, and Boas (1932b) observed positive GCFT with epididymitis and arthritis persisting for 6 months to 2 years and the same authors (1932a) noted that with gonorrhoeal salpingitis 75 per cent. became serologically negative within a year while the remainder were still positive after 2 years. In our material we saw that the GCFT reverted to negative in about one month to one year or more after clinical cure. Here again our material is not suitable for more exact analysis.
Conclusions
In England, Harkness (1944) stated that "the gonococcal complement-fixation reaction on the blood serum does not afford any assistance in the diagnosis of this condition"; King and Nicol (1961) 
